INTRODUCTION
Type 2 diabetes (T2D) is a progressive disease, and with disease progression patients often require more than one antihyperglycemic agent (AHA) to maintain glycemic control. In this clinical scenario, addition of a second AHA with a complementary mechanism of action is a rational therapeutic approach. In Japan, daily DPP-4 inhibitors are commonly used as first-line therapy and often combined with other classes of orally administered AHA for the treatment of patients with T2D [1] . As a class, DPP-4 inhibitors improve glycemic control in patients with T2D by stabilizing glucagon-like peptide-1 (GLP-1) and glucose-dependent insulinotropic peptide, peptide hormones which enhance insulin secretion and (in the case of GLP-1) suppress glucagon release in a glucose-dependent manner [2] .
Omarigliptin (MK-3102) is a highly specific, orally administered DPP-4 inhibitor with pharmacokinetic properties that allow once-weekly (q.w.) dosing [3, 4] that is presently approved in Japan. In clinical trials that compared omarigliptin to both placebo and active comparators, including the daily DPP-4 inhibitor sitagliptin, omarigliptin has been shown to have a safety, tolerability, and efficacy profile similar to that of daily DPP-4 inhibitors [5] [6] [7] [8] [9] [10] . One of those trials, which supported approval in Japan, assessed omarigliptin as monotherapy in Japanese patients with T2D [6] .
Herein we report the results of a clinical trial that supported approval in Japan that assessed the safety and efficacy of adding omarigliptin to the treatment of Japanese patients with T2D and inadequate glycemic control while on monotherapy with any of five different classes of orally administered AHA. Each of the five monotherapy background AHAs have a mechanism of action different from that of DPP-4 inhibitors, and all are frequently used in clinical practice in Japan [sulfonylurea (SU), glinide (GL), biguanide (BG), thiazolidinedione (TZD), and a-glucosidase inhibitor (AGI)].
METHODS

Patients
Eligible patients were Japanese, male or female, treated with diet and exercise and a stable dose of an SU, GL, BG, TZD, or AGI (background AHA) as monotherapy and having an HbA1c (NGSP value) of C7.0% and B10.0%, or treated with dual combination therapy with one of the aforementioned background AHAs and another orally administered AHA and having an HbA1c of C6.5% and B9.0%. Patients treated with monotherapy were required to be on a stable dose of background AHA for at least 10 weeks if on an SU, GL, BG, or AGI and at least 14 weeks if on a TZD. Patients on dual combination therapy were required to be on a stable dose of background AHA for at least 4 weeks if on an SU, GL, BG, or AGI and at least 8 weeks if on a TZD. Patients were at least 20 years of age if not on a BG and restricted to at least 20 and less than 75 years of age if on a BG. Patients could be on one of the following background AHAs: in the SU stratum, gliclazide, glibenclamide (glyburide), or glimepiride; in the GL stratum, nateglinide, mitiglinide, or repaglinide; and in the AGI stratum, acarbose, voglibose, or miglitol. The BG and TZD strata consisted of patients on metformin and pioglitazone, respectively.
Patients were excluded from the study if they had type 1 diabetes, a history of ketoacidosis, active liver disease, significant cardiovascular disease, a history of malignancy, hematological disorders, or had been previously treated with insulin within 12 weeks prior to screening, or omarigliptin at any time.
Laboratory exclusion criteria included an estimated glomerular filtration rate (eGFR) \30 mL/min/1.73 m 2 (or \60 mL/min/1.73 m 2 if on a BG background AHA), alanine aminotransferase or aspartate aminotransferase more than two times the upper limit of normal, thyroid-stimulating hormone outside the central laboratory normal range, hemoglobin \11 g/dL (male) or \10 g/dL (female), triglycerides [600 mg/dL, or C-peptide \0.6 ng/mL.
Study Design
This multicenter trial consisted of two treatment periods. The initial period was a 24-week double-blind, placebo-controlled, parallel-group treatment period in which patients were randomized to omarigliptin 25 mg q.w. or matching placebo. The second period was a 28-week open-label period in which all patients were treated with omarigliptin (patients on placebo in the initial period were switched to omarigliptin). After a screening period of up to 2 weeks, patients on AHA monotherapy entered a 2-week single-blind placebo run-in period; patients on dual AHA therapy entered an 8-week period (which included a 2-week single-blind placebo run-in) during which they were discontinued from the second AHA. During the 2-week single-blind placebo run-in period, all patients took omarigliptin placebo once weekly to ensure proper understanding of the weekly dosing regimen. In addition, 2 weeks prior to randomization (week-2), all patients were required to have an HbA1c (NGSP value) C7.0% and B10.0%. At week-2, patients in all background AHA strata were required to have an fasting plasma glucose (FPG) B230 mg/dL and those on an SU were also required to have a FPG C126 mg/dL. Patients were stratified according to their background AHA (SU, GL, BG, TZD, or AGI) and randomized in a 2:1 ratio to omarigliptin 25 mg q.w. or matching placebo. Randomization was performed using a sponsor-generated allocation schedule and an interactive voice response or integrated Web response system. Throughout the trial, patients continued on a stable dose of their background AHA, unless glycemic rescue was required or, in the case of the SU stratum, hypoglycemia occurred. Patients exceeding prespecified glycemic thresholds post-randomization (repeatedly confirmed central laboratory value of FPG[240 mg/dL for week 4-24 and FPG [200 mg/dL for week 24-52) were rescued, first with up-titration of their background AHA, then either with metformin (patients on SU or GL as background AHA) or glimepiride (patients on BG, TZD, or AGI as background AHA). If recurrent hypoglycemia occurred (defined as an FPG or fingerstick glucose B70 mg/dL with symptoms of hypoglycemia, or FPG or fingerstick glucose \50 mg/dL with or without symptoms of hypoglycemia) without a reasonable explanation (such as increased physical activity or skipped meal), patients whose background AHA was an SU could have the SU down-titrated; patients on other background AHAs were discontinued from trial.
All procedures followed in this trial (Omarigliptin Protocol 015; ClinicalTrials.gov: NCT01697592) were in accordance with the ethical standards of the responsible committee on human experimentation (institutional and national) and with the Helsinki Declaration of 1964, as revised in 2013. Informed consent was obtained from all patients in the trial.
Study Evaluations
The primary, secondary, and exploratory objectives of this trial were assessed for each class of background AHA. A pooled analysis of adverse events (AEs) in the overall population (i.e., across background AHA strata) was also performed. The primary objectives were to assess the safety and tolerability of the addition of omarigliptin through 24 weeks and for up to 52 weeks. Secondary objectives were to assess the effect of omarigliptin compared with placebo on change from baseline in HbA1c at week 24 and to assess the change from baseline in HbA1c for up to 52 weeks. The associated HbA1c hypothesis was that after 24 weeks, the addition of omarigliptin, compared with placebo, would provide a greater reduction from baseline in HbA1c. Exploratory objectives were to assess the effect of the addition of omarigliptin on change from baseline in FPG after 24 weeks and for up to 52 weeks.
Safety Endpoints
Safety endpoints included AEs, mean change from baseline at week 24 and week 52 in laboratory parameters, electrocardiogram (ECG), percentages of patients meeting predefined limits of change (PDLC) for laboratory and ECG parameters, vital signs, and body weight. A predefined AE of interest was symptomatic hypoglycemia.
In both periods of this trial, potential cases of pancreatitis and prespecified hypersensitivity AEs (anaphylactic reaction, angioedema, asthma-bronchospasm, erythema multiforme, Stevens-Johnson syndrome, toxic epidermal necrolysis, and drug rash with eosinophilia and systemic symptoms) were evaluated in a blinded manner by external clinical adjudication committees.
Efficacy Endpoints
Efficacy endpoints were changes from baseline in HbA1c and FPG after 24 and 52 weeks and percentages of patients at HbA1c goal of \7.0% and \6.5% for each background AHA at weeks 24 and 52.
Statistical Analyses
To avoid the confounding influence of rescue therapy, all analyses treated data collected after the initiation of rescue therapy as missing.
The population for analysis of safety data was all randomized patients who received at least one dose of trial treatment. Safety and tolerability were assessed by clinical review of all relevant parameters including AEs, laboratory tests, ECG, PDLCs, vital signs, and body weight. Events of symptomatic hypoglycemia were prespecified as AEs of interest and p values and 95% confidence intervals (CIs) for between-treatment group comparisons were calculated. For AEs with incidence of at least four patients in any treatment group, 95% CIs were calculated for between-group comparisons. In both cases the method of Miettinen and Nurminen [11] was used. For other safety endpoints, summary statistics were generated. Change from baseline in body weight at weeks 24 and 52 were analyzed using the longitudinal data analysis (LDA) method described below for HbA1c, substituting baseline body weight for HbA1c.
The primary population for efficacy analyses included all randomized patients who received at least one dose of study treatment and had a baseline or a post-randomization measurement. For analyses of the change from baseline in HbA1c at week 24, an LDA model [12] was used. The model had terms for treatment, background AHA (SU/GL/BG/TZD/AGI), prior AHA status except background AHA (yes/no), time, and the interaction of time 9 treatment, time 9 background AHA, time 9 prior AHA status except background AHA, background AHA 9 time 9 treatment, background AHA 9 time 9 prior AHA status except background AHA, background AHA 9 time 9 treatment 9 prior AHA status except background AHA, with a constraint that true mean at baseline is common to all treatment groups (which is valid owing to randomization). An unstructured covariance matrix was used to model the correlation among repeated measurements.
Changes from baseline in FPG were analyzed using the LDA method described for HbA1c, substituting the FPG values for HbA1c.
To determine the change from baseline in HbA1c at week 52, the LDA model was separately applied to each background AHA stratum as a result of non-convergence of the model when all the AHA strata were included simultaneously.
For analysis of percentages of individuals at the HbA1c goals of \7.0% and \6.5% at weeks 24 and 52, the LDA model used for the analysis of HbA1c change from baseline at weeks 24 and 52 was used to impute missing data for weeks 24 and 52 HbA1c. Each patient was categorized as a responder (satisfying the HbA1c (NGSP) specific goal of \7.0% or \6.5%) or non-responder at week 24 or week 52.
To ensure that approximately 100 patients from the SU stratum and approximately 50 patients from other background AHA strata were exposed to omarigliptin for 52 weeks and assuming an approximate 20% discontinuation rate, it was calculated that 568 patients would need to be randomized with a stratification ratio of 2:1:1:1:1 for SU, GL, BG, TZD, and AGI, respectively.
RESULTS
Patient Disposition and Characteristics
Of 772 patients screened, 585 were randomized at 67 sites in Japan (Fig. 1) . The most common reasons for patients not being randomized were meeting laboratory exclusion criteria for parameters including eGFR, AST, ALT, TSH, hemoglobin, TG, or C-peptide (50.6%) and/or not meeting inclusion criteria related to AHA regimen and HbA1c levels. The first patient was screened on October 26, 2012 and the last visit of the last patient was on May 8, 2014. Five hundred and seventy-one (97.6%) of the
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Adverse event Lost to follow-up Physician decision Protocol violation Other Withdrawal by subject completed the open-label period on study medication. At week 24, in the overall population (all strata), 0.5% (2/389 patients) in the omarigliptin group and 2.0% (4/196 patients) in the placebo group required glycemic rescue. Through week 52, 2.8% (11/389 patients) and 2.6% (5/191 patients) required glycemic rescue.
Baseline anthropometric and disease characteristics were generally balanced between omarigliptin and placebo treatment groups for each background AHA ( Table 1 ). The mean age of all study patients was approximately 60 years and approximately 70% of patients were male; the mean body mass index was 25 kg/m 2 , the mean HbA1c level was 8.0%, the mean FPG was approximately 160 mg/dL, and the mean duration of diabetes was approximately 9.5 years. Among patients randomized, 25.6% were discontinued from dual AHA therapy (washed-off of a second AHA). The mean baseline dose and dose range of each background AHA can be found in Supplementary Table S1 .
Safety
Double-Blind Placebo-Controlled Period (Day 1-Week 24)
During the double-blind, placebo-controlled period, the percentage of patients with one or more AEs, drug-related AEs, serious AEs, or who were discontinued from trial medication because of an AE was generally similar between the omarigliptin and placebo groups in all of the background AHA strata and in the overall population ( Table 2) .
The percentage of patients with AEs in any Medical Dictionary for Regulatory Activities (MedDRA) system organ class (SOC) (not shown) or in the percentage of patients with specific AEs with incidence of at least 5% in at least one treatment group in any SOC ( Table 2) was also similar between the omarigliptin groups and the placebo groups in all background AHA strata.
When assessed in the overall population, the percentage of patients with AEs in any SOC was generally similar between the omarigliptin group and the placebo group, with the Table 1 Baseline demographic and anthropometric characteristics of the study population BMI body mass index, FPG fasting plasma glucose, AHA antihyperglycemic agent Table 2 Adverse events summary, specific AEs by system organ class (SOC) with incidence C5%
in C1 treatment group, and incidences of symptomatic hypoglycemia during the 24-week double-blind period in the overall population and for each background AHA stratum AEs was higher in the omarigliptin group compared with the placebo group (i.e., the lower limit of 95% CIs around the between-group difference versus placebo exceeded 0). In the eye disorders SOC, the only specific AE that occurred in at least four patients in at least one treatment group was diabetic retinopathy which occurred in 1.5% (6/389) of patients in the omarigliptin group compared with 0.0% (0/ 196) of patients in the placebo group. The six events of diabetic retinopathy in the omarigliptin group (three patients in SU stratum, one patient in GL stratum, one patient in BG stratum, and one patient in TZD stratum) were all mild in intensity and none were assessed by the investigator to be related to trial medication (omarigliptin) or led to the discontinuation of trial medication. No other AE terms related to diabetic retinopathy (e.g., retinopathy) were reported in either treatment period.
In the skin and subcutaneous tissue disorders SOC, specific AEs that occurred in at least four patients in one or more treatment groups (omarigliptin group versus placebo group) included contact dermatitis [1.0% (4/389 patients) versus 0.5% (1/196 patients)] and eczema [1.3% (5/389 patients) versus 0.5% (1/ 196 patient)]. All of the AEs of contact dermatitis and eczema were nonserious, mild in intensity, and did not lead to discontinuation from trial medication. All of the AEs of contact dermatitis and three of the five cases of eczema resolved on trial medication (two cases of eczema recovered after the last dose); none of the AEs of contact dermatitis and only one AE of eczema were assessed by the investigator to be related to trial medication. In addition, the incidence of the AE of allergic dermatitis (a term similar to contact dermatitis) was 0.5% (2/389 patients) in the omarigliptin group and 0.0% (0/ 196 patients) in the placebo group. One of two patients experienced two events of allergic dermatitis; all of the AEs were nonserious, mild in intensity, and did not lead to discontinuation from trial medication (two of the three AEs Table 2 After database lock for the 24-week double-blind period, additional information for the non-serious AE of ' 'cataract' ' in the omarigliptin group was reported. The new information included that this patient was hospitalized for ' 'cataract' ' which changed this AE from non-serious to serious. Therefore this patient was not counted as ' 'with serious adverse event' ' in this resolved on trial medication) and none of the AEs were assessed by the investigator to be related to trial medication. The percentage of patients with AEs of symptomatic hypoglycemia in the omarigliptin and placebo groups was generally similar in all of the background AHA strata and in the overall population ( Table 2 ). The incidences of hypoglycemia were generally low in all background AHA strata, with the highest incidences being observed in the SU stratum. No severe hypoglycemia was reported in any background AHA stratum in either treatment group.
Open-Label Period (Week 24-Week 52)
Because of the differences in length of exposure to omarigliptin (52 weeks versus 28 weeks), no between-group comparisons can be made between the omarigliptin/omarigliptin groups and the placebo/omarigliptin groups. In the open-label period, AE incidences reported for the placebo/omarigliptin group reflect only those AEs that occurred during the 28 weeks in which patients were exposed to omarigliptin. Of the 196 patients in the placebo group, 191 were switched to omarigliptin at week 24 (see Fig. 1 for reasons for discontinuation of the five subjects).
After 52 weeks, the percentage of patients with AEs in the omarigliptin/omarigliptin groups increased in all background AHA strata compared to 24 weeks, as would be expected from the accumulation of AEs over time (Table 3) . No specific AEs emerged in any of the background AHA strata that represented a safety signal associated with longer-term treatment.
In the omarigliptin/omarigliptin group (all strata) the incidences of the AEs of diabetic retinopathy, contact dermatitis, and eczema over the 52-week treatment period (placebo-controlled and open-label periods) were 3.1% (12/389 patients), 1.8% (7/389 patients), and 3.3% (13/389 patients), respectively. In the omarigliptin/omarigliptin group the incidence of allergic dermatitis was 0.8% (3/ 389 patients) and the incidence of dermatitis was 0.3% (1/389 patients) .
During the open-label period (28 weeks), the incidences of the AEs of diabetic retinopathy, contact dermatitis, and eczema in the placebo/ omarigliptin group were 0.5% (1/191 patients), 0.5% (1/191 patient), and 2.6% (5/191 patients), respectively. In the placebo/omarigliptin group the incidence of dermatitis was 0.5% (1/191 patients) and there were no AEs of allergic dermatitis.
Over 52 weeks, the incidence of hypoglycemia in the omarigliptin/omarigliptin groups remained generally low, with the highest incidence observed in the SU stratum, compared to other background AHA strata (Table 3) . No severe hypoglycemia was reported in any of the background AHA strata.
The types of AEs observed in the placebo/ omarigliptin groups in the open-label period (28 weeks) after their switch to omarigliptin 25 mg q.w. were consistent with those observed in the omarigliptin group during the double-blind period (Supplementary Table S2 ).
Other Safety Evaluations
In both treatment periods, in each background AHA stratum and in the overall population, there were no clinically meaningful changes from baseline in laboratory safety measures, including lipids, liver function, renal function, muscle enzymes, or hematological parameter, and there were no clinically meaningful between-group differences in the percentages of patients meeting the predefined limits of change (PDLC) for safety measures. Omarigliptin had a neutral effect on body weight (Supplementary Table S3 ). There were no clinically meaningful changes from baseline in heart rate, blood pressure, or ECG intervals (including QTc). There were no adjudication-confirmed cases of pancreatitis or predefined hypersensitivity reaction AEs.
Efficacy
Double-Blind Placebo-Controlled Period (Day 1-Week 24)
Changes from baseline in HbA1c are summarized in Table 4 . In all strata, the difference from placebo in change from baseline in HbA1c with omarigliptin treatment was significant (p\0.001). The profile of change from baseline in HbA1c over time showed that in all strata the majority of the treatment effect was observed by Table 3 Adverse events summary, specific AEs by SOC with incidence C5% and incidences of symptomatic hypoglycemia in the omarigliptin/omarigliptin treatment group through week 52 in the overall population and for each background AHA stratum Fig. 2) . The percentages of patients achieving an HbA1c of \7.0% and HbA1c of \6.5% at 24 weeks are shown in Supplementary Table S4 .
Changes from baseline in FPG are summarized in Table 4 . The profile of change from baseline in FPG over time showed that in all strata the majority of the treatment effect was observed by week 4 and significant reductions were maintained throughout the remainder of the 24-week treatment period (data not shown). Table 4 and shown in Fig. 3 . At week 52, persistent reductions in HbA1c levels were observed in the omarigliptin/omarigliptin groups regardless of background AHA. After the switch from placebo to omarigliptin, reductions in HbA1c were observed in all placebo/omarigliptin groups (Table 4 , Supplementary Fig. S1 ). At week 52, reductions in FPG levels were observed in the omarigliptin/omarigliptin groups regardless of background AHA. In the placebo/omarigliptin groups, FPG levels at week 52 were similar to the omarigliptin/omarigliptin groups ( Table 4) . The percentages of patients achieving an HbA1c of \7.0% and HbA1c of \6.5% at 52 weeks are shown in Supplementary  Table S4 .
DISCUSSION
In the present trial in Japanese patients with T2D and inadequate glycemic control on monotherapy with one of five orally administered AHA classes (SU, GL, BG, TZD, or AGI), the addition of treatment with once-weekly omarigliptin for up to 52 weeks was generally safe and well tolerated and provided persistent glycemic efficacy. The orally administered background AHAs included in this study were those commonly used in Japan at the time of the planning and initiation of the trial. The initial 24-week double-blind period provided an assessment of safety, tolerability, and efficacy compared with placebo, which is a comparator that is considered to provide the most rigorous assessment of the intrinsic safety and efficacy of a test compound. The second period of the trial, a 28-week open-label period, allowed the assessment of safety, tolerability, and efficacy over a longer time period in the omarigliptin/omarigliptin groups.
During the 24-week double-blind period, no notable between-group differences were observed in the percentage of patients with AEs in any background AHA stratum or in the overall population. However, in the overall population, a higher incidence of AEs in the eye disorder SOC and skin and subcutaneous disorder SOC in the omarigliptin group compared with the placebo group led to a review of AEs with the highest incidences in those SOCs (which included diabetic retinopathy, contact dermatitis, and eczema) across the omarigliptin phase 2/3 program.
In a pooled analysis of omarigliptin phase 2/3 trials (conducted both in Japan and outside of Japan) that were placebo-and active-controlled and that included 4467 omarigliptin-exposed patients and 3900 non-exposed, with a median duration of exposure of approximately 398 days, the incidences of AEs of diabetic retinopathy, contact dermatitis, and eczema were reviewed and found to be similar in the omarigliptin-exposed and non-exposed groups (unpublished data; for a description of the trials included in the pooled analysis see Supplemental Appendix).
In that pooled analysis of phase 2/3 omarigliptin trials, there were no notable between-group differences in the incidences of AEs of diabetic retinopathy (0.5% in both treatment groups) or the related AE term retinopathy (0.0% in the omarigliptin-exposed versus 0.2% in the non-exposed group; Supplementary Table S5 ).
In the pooled analysis there were no imbalances in the incidences of the AE of contact dermatitis or the related AE terms dermatitis, atopic dermatitis, and allergic dermatitis Table S5 ). The incidences of the AE of eczema in the omarigliptin-exposed and non-exposed groups in the pooled analysis were 0.6% versus 0.4% (Supplementary Table S5 ). The pooled analysis suggests that the imbalances in diabetic retinopathy and contact dermatitis observed in this trial are not clinically meaningful. The AE eczema is noted in the labels of one or more of the presently marketed daily DPP-4 inhibitors in Japan. During the treatment period (24-week placebo-controlled period ? 28-week open-label period), no specific AEs emerged that represented a safety signal associated with longer-term drug administration. In the open-label period, the types of AEs observed in the placebo/omarigliptin group were qualitatively similar to those observed in the omarigliptin group during the double-blind period.
A low incidence of hypoglycemia was observed in both treatment periods (double-blind and open-label) across the background AHA strata, with the exception of the SU stratum. This observation is consistent with the glucose-dependent mechanism of action of DPP-4 inhibitors and the observed higher incidence of hypoglycemia when DPP-4 inhibitors are administered with agents that cause hypoglycemia, such as sulfonylureas [13] [14] [15] .
The magnitude of reductions of HbA1c and FPG were consistent with that observed for daily DPP-4 inhibitors in previous trials in Japanese patients with T2D [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] . The reductions from baseline in HbA1c and FPG at week 52 were clinically meaningful, but slightly less than that observed at week 24. However, the reductions at week 52 in the omarigliptin/omarigliptin groups were comparable to those observed in the placebo/omarigliptin groups despite the difference in duration of treatment with omarigliptin (52 weeks versus 28 weeks). This latter fact suggests that the observed increase in HbA1c at week 52 relative to week 24 was possibly due to a loss of trial effect and/or disease progression rather than a loss of omarigliptin efficacy. Similar changes in HbA1c over 52 weeks have been reported in several trials that assessed daily DPP-4 inhibitors as monotherapy and add-on therapy in Japanese patients with T2D [22] [23] [24] [25] .
The main limitation of this trial is that the conclusions that can be drawn about the safety and tolerability of the addition of omarigliptin to the five classes of AHA in Japanese patients with T2D are based on the relatively limited numbers of randomized patients. In addition, longer-term safety as defined by 52 weeks of exposure was only assessed in the omarigliptin/ omarigliptin group. A wider clinical experience with omarigliptin will further define the safety, tolerability, and efficacy of this agent.
CONCLUSIONS
The safety and tolerability profile of onceweekly omarigliptin observed in this trial appears to be consistent with the known safety and tolerability profile of daily DPP-4 inhibitors [26, 27] . The results of this trial suggest that omarigliptin has the potential to be a useful therapeutic option when combination therapy is indicated for the treatment of T2D. In recent years, a patient-centered approach has been recommended for the treatment of T2D [28, 29] . A once-weekly, orally administered AHA has the potential to be a therapeutic option for the individualized care of patients with T2D (e.g., when the patient prefers a weekly regimen; in cases where poor adherence to daily medication has been identified as a barrier to achieving therapeutic goals; or when home healthcare is required and provided only intermittently).
